This article examines depressive symptoms over a 4-year period in a racially diverse community sample of 1,143 18-to 22-year-old emerging adults using latent growth and mixture modeling and data collected at three time points. Participants were high school seniors randomly chosen from nine public schools in a metropolitan region in the Northeastern United States. Mixture analyses yielded four distinct groups: one large group with low, stable rates of depression, a smaller group who began with higher levels of depression that then declined steeply, a group who began with moderate levels that steeply increased, and a small group with high stable rates of depressive symptoms. We examined risks for depressive symptoms including poverty status, African American race, Hispanic ethnicity, gender, and trauma history, controlling for socioeconomic status (SES) as represented by maternal education. Some risks predicted membership in more than one symptom group, lending support to the idea that emerging adulthood is a period of diverse outcomes, in which previous circumstances may predict to multiple pathways, and established risk factors do not always lead to poor outcomes.
Emerging adulthood is a term coined by Arnett (2000 Arnett ( , 2007 to describe the developmental period from the late teens to the middle 20s in industrialized societies. It is a stage typified by extensive growth and change (Arnett, 2004 (Arnett, , 2007 and by heterogeneity in development and influences on development (Gottlieb, Still, & Newby-Clark, 2007) . As such, researchers cannot assume that emerging adults will follow trajectories characteristic of adolescents or older adults or that they will follow a uniform developmental pathway with respect to any particular attribute or symptom set. Furthermore, predictive factors such as gender may influence developmental trajectories differently as compared with other periods and may be associated with multifinality among emerging adults. There has been some attention to identifying average group trajectories of depressive symptoms within emerging adulthood (Galambos & Krahn, 2008; Liem, Kahn, & Frye, in press) and research illuminating subgroup trajectories spanning the entire period from adolescence through to young adulthood (Costello, Swendsen, Rose, & Dierker, 2008) . However, to date, little work has focused on the possible heterogeneity of depressive symptom trajectories and predictors of class membership specifically within the emerging adult period.
Emerging adulthood is now largely conceptualized and researched as distinct from both adolescence and later adulthood (Arnett, 2007; Billings, Hauser, & Allen, 2008; Steger, Oishi, & Kashdan, 2009 ; for a different perspective, see also Bynner, 2005) . Emerging adults can be described as experiencing aspects of adulthood and adolescence simultaneously. Like older adults, people aged 18 to 25 are legally autonomous, are likely to live apart from their families of origin, be sexually active, and can accrue serious financial responsibilities. Like adolescents, emerging adults may have yet to establish a stable intimate partnership, or start a family, and typically have yet to complete their educations, achieve financial autonomy, and choose a long-term career path. Research also suggests that emerging adults are aware of their "in-between" status and do not view themselves as adults (Arnett, 2001; Nelson & Barry, 2005) .
Emerging adults' position at the juncture between adolescence and adulthood affords them a unique combination of possibilities and opportunities, and Arnett (2007) has suggested that emerging adulthood is the most heterogeneous phase of development in industrialized cultures. Irrespective of whether this stage is in fact more heterogeneous than others, the combination of decreased institutional structures (Arnett, 2000) and distinctive life-stage characteristics underscores the potential for multiple patterns of change during this period, and the value of illuminating variation in development, rather than establishing averages. This includes searching for divergent paths in the development of psychopathology and examining whether common risk factors from other developmental periods play more variable, or different, roles during this period.
The role of risk factors may plausibly vary across any point in development, but why, in particular, might risk factors play different roles during this period? Researchers (Arnett, 2000; Schulenberg, Sameroff, & Cichetti, 2004) have noted that developmental paths during emerging adulthood are likely to be heterogeneous, which raises the possibility that risks may be variably related to outcomes. However, more to the point, emerging adulthood is qualitatively distinct from other developmental stages in several ways. Some aspects of this period as framed by Arnett seem especially salient to changes in risk: it is a period of decreasing institutional structures and constraints, an age of perceived possibilities, and an age of self-focus and identity exploration (Arnett, 2000 (Arnett, , 2007 . Emerging adults will have greater latitude to choose their pathways; they are making choices and interpreting their own successes and failures during a phase when the social permission to try and fail is greater than any other point in adult development, and, importantly, they understand that this is the nature of their current stage. These characteristics allow emerging adults unprecedented opportunities to reinterpret their roles in the context of new or nonexistent institutional structures and the chance to deliberately reframe their circumstances and experiences. Research does indicate that emerging adults range widely in their interpretation of positive and negative personal experiences (Gottlieb et al., 2007) .
In order to detect variations in development and possible heterogeneous influences in risk factors, an analytic approach must do more than establish an average group trajectory (e.g., average rates for men or women) and predictors of that trajectory. The illumination of multiple developmental pathways in a single sample can be accomplished using latent growth mixture models, a class of analytic techniques that combine person-centered and variablecentered approaches (Jung & Wickrama, 2008) . Latent growth models can establish an average trajectory for an entire sample, and mixture models can uncover distinct subgroups and what predicts membership in those subgroups (Jung & Wickrama, 2008) , thus providing more and different information than revealing an average developmental pathway for a sample and predictors of that pathway (e.g., Connell & Frye, 2006) . The ability to show distinct subgroups allows for the detection of both stability and change over time within a single sample.
With respect to depressive symptoms among emerging adults, whereas rates and severity increase considerably during adolescence (Costello, Mustillo, Erkanli, Keeler, & Angold, 2003) , recent studies suggest that depressive symptoms stabilize during emerging adulthood (Galambos & Krahn, 2008; Liem et al., in press ). However, studies have examined average trajectories or average group trajectories (e.g., for men vs. women) of depressive symptoms among emerging adults, but little published work has pursued developmental variation in depressive symptoms among emerging adults. Thus, there is less information about emerging adult subgroups that, for example, remain symptomatic or have strongly increasing or decreasing symptoms.
To make matters more complex, research on predictors of depressive symptoms during emerging adulthood indicates that predictors may not always play the same role they have played in other age groups. For instance, girls are at higher risk for depressive symptoms in adolescence (Ge, Lorenz, Conger, Elder, & Simons, 1994; Nolen-Hoeksema, 2001 ), but research on emerging adults indicates that young women may actually have slightly decreasing symptoms, as compared with young men (Galambos, Barker, & Krahn, 2006) . However, studies that examine predictors of a single average pathway may mask subgroups with different depressive symptom trajectories that would be differently predicted by gender. For example, a sample initially described by an average trajectory conceivably could be decomposed into multiple trajectories, and it is possible that being female could predict membership in a declining symptom group in a sample and also predict membership in a separate increasing symptom group. Thus, it is important to search for discrete subgroups, and also to examine how factors influence the probability of membership in those groups, as they may predict membership in more than one trajectory within a sample.
In choosing which predictors of trajectory membership to examine for this study, we focused on a number of established risk factors, although, as noted, we realize that risk factors may not be consistently predictive across the lifespan. We also want to acknowledge the tremendous importance and role of protective factors and aspects of resilience in the development and maintenance of depressive symptoms. However, as research focusing on the illumination of variation in depressive symptoms in this age group is as yet quite limited, for the sake of clarity, we chose to address the conceptual domain of risk. We deliberately chose factors that we thought might change or vary in influence during emerging adulthood, in particular, because of the changes in social structure and self-evaluation that are characteristic of the period. We examined the following predictors: poverty status, African American race, Hispanic ethnicity, gender, and trauma history, and as they are generally well-known risk factors, we note the supporting literature briefly. We included maternal education as a control variable to represent the influence of socioeconomic status (SES).
Family poverty-which generally refers to a severe dearth of family resources to the degree that government or public assistance is necessary to achieve a minimal standard of living-has been found to be a persistent risk factor for depressive symptoms (Riolo, Nguyen, Greden, & King, 2005) . Several studies of depression have shown that family poverty as such has predictive value over time distinct from SES (Dallaire et al., 2008; Eamon, 2002; McLoyd, 1998) for children and adolescents, but the role of family poverty in depressive symptoms during the emerging adult period has not been examined. As emerging adulthood offers an opportunity for autonomy, impoverished adolescents may be able to shift to better financial circumstances, and thus, family poverty may be limited as a risk factor for depression among emerging adults. However, family poverty has also been shown to be a persistent risk factor for internalizing symptoms, even after a family exits poverty (Costello, Compton, Keeler, & Angold, 2003) .
Race and ethnicity have also been found to be predictors of depressive symptoms. African American race has been found to be associated with and predictive of depressive symptoms in a variety of age groups (Brown, Meadows, & Elder, 2007; Deal & Holt, 1998; Wight, Aneshensel, Botticello, & Sepulveda, 2005) . Studies have also suggested that Hispanic ethnicity is a risk factor for depressive symptoms (Costello et al., 2008; Gore & Aseltine, 2003; Wight et al., 2005) . Research also suggests that it can be more illuminating to examine race and ethnicity risk factors in the context of SES and poverty in order to try to disattenuate the effects of these often-overlapping predictors (Deal & Holt, 1998; McLeod & Owens, 2004; Riolo et al., 2005) . Race and ethnicity are also risk factors that may change in influence during the emerging adult period as adolescents' exposure to racism and attendant stressors may change as they enter adulthood and enter novel social and institutional environments (Phinney, 2006) .
As already noted, the relationship between female gender and depressive symptoms is well established to the degree that it is virtually a cornerstone of mental health theory and treatment. Numerous studies from a variety of U.S. samples as well as samples from other populations have shown that at almost every age, females are found to be at greater risk of both depressive symptoms and depression (e.g., Galambos, Leadbeater, & Barker, 2004; Kessler et al., 2003; Wilhelm, Mitchell, Slade, Brownhill, & Andrews, 2003) , and the theoretical literature has explored models for the gender difference including cognitive style, biological vulnerabilities, and social stress (Girgus & Nolen-Hoeksema, 2006; Nolen-Hoeksema & Hilt, 2009 ). Recent empirical studies have found some evidence that female gender is associated with declines in depressive symptoms during emerging adulthood (Galambos et al., 2006; Galambos & Krahn, 2008; Liem et al., in press) , and this may be due to role changes for some young women, associated with greater autonomy and empowerment (Liem et al., in press ). This shift in the meaning of gender as a predictor is consistent with the idea that declining structural constraints in emerging adulthood allow some women the opportunity to develop self-perceptions and cognitive approaches that make them less vulnerable to depressive symptoms. The advantage of applying a mixture modeling approach here, as detailed above, is that it helps to disentangle whether female gender remains a risk for some portions of the sample but may be associated with declines in symptoms among other sample subgroups.
We have also included history of exposure to trauma, including childhood sexual and physical abuse and other types of trauma such as rape, general assault, and witnessing of trauma, as a predictor of depressive symptoms. The National Comorbidity Survey has found evidence that a variety of childhood "interpersonal" traumas predicted the onset of depression in a general sample of men and women from adolescence to late middle age (Kessler, Davis, & Kendler, 1997) . Results from a large Health Maintenance Organization (HMO) study (Edwards, Holden, Felitti, & Anda, 2003) also showed that childhood sexual and physical abuse was predictive of increased depressive symptoms among adults. Traumas besides childhood abuse-such as other physical assaults, accidents, and sexual assault (not childhood sexual abuse)-have also been found to be predictive of depressive symptomatology (Gillespie et al., 2009) . Like poverty, emerging adulthood may offer an opportunity to exit the source of trauma and, in addition, to reframe and reinterpret trauma experiences to help limit self-blaming interpretations.
Method Participants
Data for this study come from a longitudinal investigation of well-being starting with the onset of emerging adulthood. Survey data were collected by the Center for Survey Research at the University of Massachusetts Boston in 1998 Boston in , 2000 Boston in , and 2002 . Participants at Times 1, 2, and 3 included 1,143, 978, and 823 individuals, respectively. Participants were on average aged 17.87 at T1, 19.78 at T2, and 21.84 at T3. This sample is composed of high school graduates first interviewed during their senior year in high school and followed into their post-high school years.
Participants were selected from nine public high schools in the metropolitan Boston area. Using official school rosters, an initial random sample of 1,578 students was selected, proportionate to the size of each school. The schools were selected from a diverse range of communities to maximize the likelihood of obtaining a sample representative of the racial, ethnic, and socioeconomic backgrounds of families living in southeastern Massachusetts. The initial response rate was 72%, with 1,143 students responding to the first interview. Slightly more than half (52%) of the participants were female. Participants self-identified as follows: 9.8% Hispanic/Latino/a, 51.3% White, 17% Black, 7.5% Asian; 14.4 % self-identified as multiracial or Other.
Procedure
Data were collected by trained interviewers at the Center for Survey Research at the University of Massachusetts Boston. Data for the first wave were collected during the spring of the senior year of high school for all participants and took place either in the student's home, during a free period at school, or after school on school grounds. Participating youth and a parent or guardian each gave consent. Data for the second and third waves were collected through phone interviews. Interviews included structured survey questions as well as open-ended questions and lasted approximately 60-to 90-minutes each.
Measures
Depressive symptoms. Depressive symptoms were measured using a 12-item form of the Center for Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977) . A 20-item version of this scale has been determined to be valid and reliable across diverse samples of adolescents and young adults (Roberts, Andrews, Lewinsohn, & Hops, 1990) . The 12-item version was used to minimize the length of the extensive survey yet still represent the major dimensions of depression as assessed by the original 20-item scale. Participants were asked how often they have felt or behaved in a particular way (e.g., "You felt that you could not shake off the blues even with help from your family or friends") on a 4-point Likert-type scale ranging from less than 1 day to 5 to 7 days during the previous week. Answers to each item were scored on a 0-3 scale and then summed. Internal reliability for depressive symptoms at Time 1 was .81.
Family poverty status. Family poverty status was measured with a combination of four variables measured at T1: receipt of Aid to Families with Dependent Children (AFDC), Special Supplemental Nutrition Program for Women, Infants and Children (WIC), eligibility for school lunch (all coded 1 = yes and 0 = no), and a qualitative measure of standard of living in which respondents coded themselves on a scale of very well off to poor. This question was coded into a yes/no variable in which nearly poor or poor received a score of 1 for poverty and all other responses from just getting along to very well off received a score of 0. The mean of the four variables was used to create the summary score. Receipt of AFDC, WIC, and school lunch eligibility are all indicators associated with poverty-level family income and have been used in other studies as a proxy for poverty. As adolescents are not always good reporters of family income (Entwistle & Astone, 1994) , combining these categorical indicators was deemed an acceptable method of classifying family poverty status.
Race and ethnicity. Race was coded from self-report data in which respondents were asked the question "What is your race?" and given a choice of White, Black or African American, Asian, American Indian or Alaska Native, Native Hawaiian or other Pacific Islander, or something else. Respondents were given up to three choices. Ethnicity was coded as Hispanic/Latino or not Hispanic/Latino with the question "Do you consider yourself to be of Hispanic or Latino origin or not?" SES. SES was measured using mother's education on an ordinal scale from 1 to 7 where 1 represented an eighth grade or less education and 7 represented graduate work beyond the baccalaureate level. Maternal education is a limited proxy for the factors which might influence the SES of dependent offspring but has been suggested to have good measurement reliability in interviews with dependent offspring (Entwistle & Astone, 1994) , to be a very good proxy for the educational level of both parents, and avoids the reliability problems with offspring attempting to report family income. Parental education has been found to be a predictor of depression in adolescents distinct from the influence of income (Goodman, 1999) . Participants reported that 19.4 % of mothers had not completed high school, 33.9% of mothers had graduated from high school, 4.4% had attended vocational or technical school, 13.2% had some college, 17.3% had a college degree, 4.9% had some Note: CES-D = Center for Epidemiologic Studies Depression Scale, T-1 = Time 1, T-2 = Time 2, T-3 = Time 3.
graduate work, 5.2% of respondents did not know the amount of education their mothers had, and 0.9% responded that there was no female parent figure on which to base this answer. Trauma history. Trauma history was measured based on a summary score of Time 1 responses to 10 questions about trauma experiences including combat, rape, childhood molestation, physical or sexual abuse or neglect, physical assault, victim of a serious physical accident or natural disaster, and witnessing a serious injury or death. This current measure was drawn from instruments used by Turner, Wheaton, and Lloyd (1995) and Kessler and Magee (1993) and is similar to negative life event indices used in epidemiological work. Over half the sample (56%) reported no traumatic events. The most common trauma was witnessing a serious injury or death (16%); 10% reported experiencing physical abuse trauma and 6% sexual abuse trauma.
Analyses
Latent growth and mixture analyses were applied to the data set, for a twopart analytic approach, using Mplus software version 5.2 (Muthen & Muthen, 1998 -2007 . The first analyses examine only growth in depression to determine if there are distinct classes of growth within the sample. If distinct classes can be illuminated, then predictors are introduced in the model to examine whether they are predictive of membership in different classes. All analyses used full information maximum likelihood to estimate missing data cross-sectionally and over time. Numerical bases for model evaluation include the Bayesian Information Criteria (BIC), entropy, and the Lo-MendellRubin test. A lower BIC indicates better model fit, but it is not an absolute measure of fit like a Tucker Lewis Index or a Normed Fit Index in which certain values are within the acceptable range and others are not. Rather, the BIC provides information about the fit of one model relative to another. Entropy is a value between 0 and 1 that indicates the probability that individuals in the sample can be correctly assigned to a class. Entropy of .70 and above is considered acceptable (Jung & Wickrama, 2008) . The Lo-MendellRubin test gives the probability that a model with one more class will fit the data better. A general rule is that no one class should contain less than 1% of the sample, and model interpretability is also important.
Results
Means and standard deviations for depressive symptoms, poverty, and trauma history are shown in Table 1 . An unconditional three-class model fit the data with a BIC of 17,799.817, a significant Lo-Mendell-Rubin test indicating that a three-class model was better than a two-class model, and entropy of .63, suggesting that for each individual, the probability of being assigned to a best fitting class was 63%. An unconditional four-class model fit the data with a BIC of 17,798.120 and a significant Lo-Mendell-Rubin test indicating that a four-class model was better than a three-class model. Entropy was .82, suggesting that for each individual, the probability of being assigned to a best fitting class was more than 80%. A five-class model had a BIC of 17,759.471 and a significant Lo-Mendell Rubin test, suggesting that it was superior to a four-class model, but one class contained less than 1% of the sample; and entropy was .64, suggesting that the model could not adequately assign individuals to best fitting classes. Given these values, we determined that a four-class model provided an overall better fit to the data than other models.
Numbers of individuals listed by class are based on their most likely latent class membership, and values for intercepts and slopes are in Table 2 . All classes had intercepts that were positive and significantly different from zero, and the intercepts differed across classes, as described below. The largest class had 858 members (75%), the lowest intercept, and a slight but significantly negative slope. The second largest class had 191 members (17%), the second highest intercept of the groups, and a significant, steeply negative slope. The third largest class, with 76 individuals (7%), had an intercept between classes one and two and a significant positive slope. The smallest class had 13 individuals (1%), the highest intercept, and a flat slope. Thus the four classes, in declining order of size, may be described as (a) a low stable symptom class, (b) a decreasing symptom class, (c) an increasing symptom class, and (d) a high stable symptom class. The class distributions and trajectories are represented graphically in Figure 1 .
The conditional model included the following predictors: gender, African American race, Hispanic ethnicity, poverty status, and trauma history, with maternal education entered as a control variable. The introduction of the pre- dictors improved the BIC, 17,641.379. Entropy remained at .82. Membership in classes as a function of predictors was evaluated using a multinomial logistic regression framework wherein the probability of membership in each class is compared with likelihood of membership in a chosen reference class. We use the largest class, the low stable symptom class, as the normative reference class for these comparisons, and odds ratios are shown in Table 3 . Membership in the decreasing symptom class as compared with the low stable symptom class was predicted by more poverty, female gender, and trauma history. Membership in the increasing symptom class as compared with the low stable symptom class was predicted by more poverty, trauma history, and African American race. Membership in the high stable symptom class was predicted by trauma history and female gender.
Discussion
We found support for four groups of depressive symptoms in the emerging adult period. A large, normative group of individuals had low stable levels of depressive symptoms. The next largest group of individuals began with moderately high levels of depressive symptoms that decreased markedly over the 4-year period, though their rates still remained elevated in comparison with the normative group. A smaller group of individuals began with moderate depressive symptoms, which then increased dramatically over time. Finally, a very small group had very high symptoms that did not change over the course of the study. The findings regarding the unconditional class model in which the great majority of the sample had low stable or declining depressive symptoms is consistent with other studies of emerging adults that suggest that it is a period of continuing stable adjustment or positive growth for most people (Flora & Chassin, 2005; Galambos et al., 2006; Park, 2004) . Most of the young people in our sample ended late adolescence with low levels of depressive symptoms and followed that pathway into emerging adulthood. A smaller proportion of participants ended late adolescence with high enough levels of depressive symptoms to be of concern but then had noticeable improvement as they entered adulthood. The findings regarding these two subgroups are similar to other studies examining average rates of depressive symptoms among emerging adults: Galambos et al. (2006) found that depressive symptoms on average declined slightly in their sample of university graduates of largely European descent, suggesting general stability in positive adjustment, and our findings largely reflect that and extend those results to a socioeconomically, racially, and ethnically more diverse sample.
From a clinical perspective, the normative group likely represent high functioning, largely well-adjusted young people who continue to have low levels of depressive symptoms while traversing a challenging, perhaps exciting, yet unpredictable, period of development. Based on this finding, clinicians screening young people for depressive symptoms in late adolescence may look for young people with low levels of symptoms, on average, to remain within the asymptomatic range. The high decreasing group, by contrast, should, despite their improvement, remain cause for concern clinically. Even after the decline, their symptoms remain elevated compared with the normative group, and they may be at risk for recurring high-symptom episodes later, given their history of higher levels of depressive symptoms.
Other findings from the unconditional model also suggest reason for continued concern during this stage of development. One group entered emerging adulthood with moderate symptoms but over the ensuing 4 years developed increasing and disquieting levels of depressive symptoms. Another group entered the period with very high symptoms that remained very high. Together, these two groups comprised approximately 8% of the total sample, suggesting that depressive symptoms were an issue among a considerable number of emerging adults in this sample. Both classes, while small, are worthy of note for different reasons. The moderate increasing class should be of note to clinicians and recently custodial adults alike, as youth with initially moderate levels of symptoms may not always attract attention, particularly during the chaos that may attend the last year of high school. However, the period of transition to college, employment, or independent housing may be associated with increasing symptoms for some emerging adults, and youth who deteriorate may escape notice as monitoring by older adults naturally declines during this period. In this instance, the decline of institutional constraints characteristic of emerging adulthood, such as reduced oversight by family or secondary school personnel, while it may be developmentally appropriate and positive in the majority of cases, may be a source of risk for emerging adults in need of treatment or monitoring for depressive symptoms.
The high stable class is cause for concern for a number of reasons. Depressive symptoms are themselves painful and aversive, and the notion that even a small proportion of young people maintain high levels over periods of years is, while not new, nonetheless alarming. Furthermore, the stability of depressive symptoms over long periods may signal an increasing risk for chronic depressive problems across the life course, and chronic depressive symptoms are themselves a risk for other negative outcomes, including other illnesses and serious life-course problems (Franko et al., 2005; Klein, Shankman, & Rose, 2008) .
Whereas the findings from the unconditional model highlight the stability of the majority of the sample, the heterogeneous role of predictors in this sample illuminates the variability that characterizes this period. A number of risk factors predicted membership in two or more symptom groups and in both increasing and decreasing symptom groups. This suggests that risk factors such as gender, poverty status, or trauma history may not always have uniform implications for emerging adults. This reflects Arnett's (2007) theory that emerging adulthood is a period in which the universal feature is a lack of universals.
Gender predicted membership in two groups: the decreasing symptom group and the group with high, stable depressive symptoms. In general, this is similar to Galambos et al.'s (2006) finding that emerging adult women had more declining depressive symptoms than did men. Adolescence is the period in which girls' depressive symptoms increase compared with boys', and there is a robust literature addressing the possible reasons for this change, including girls' rumination and maladaptive coping responses to stress, cognitive style, and the simultaneous onset of social scrutiny and changes in hormone functioning (Brooks-Gunn & Warren, 1989; Morris, Ciesla, & Garber, 2008; Nolen-Hoeksema & Girgus, 1994) . It may be that in the emerging adult period, some young women learn to respond to stress more adaptively or develop more adaptive cognitive approaches, thereby reducing their risk for depressive symptoms. In support of this, one study found that young women in this age range had a small but significant growth in mastery as a result of stressful life experiences, whereas young men did not (Frye & Liem, in press ). Moreover, perhaps in the immediate postadolescent period, when institutional structures loosen considerably, some young women are able to distance themselves from the social pressures that seemed so inescapable in adolescence and also adjust to the social, physiological, and physical changes that they have recently traversed.
However, we also found a subset of women whose high depressive symptoms persisted, and this generally agrees with research showing that women are at greater risk for depressive symptoms across the life course than are men (Kessler et al., 2003) . Women were five times as likely to be in the high stable symptom group, and this suggests that girls who end late adolescence with high levels of depressive symptoms are likely to maintain those high symptoms for years. Like the rest of the high stable symptom group, these girls are cause for concern. The persistence of depressive symptoms from adolescence into adulthood may prevent young women from meeting important milestones in early adulthood that could help to reduce their vulnerability to continued symptoms, such as developing healthy peer friendships and romantic relationships, and taking full advantage of the opportunity to explore and choose educational and employment pathways. Thus, young women with high depressive symptoms in late adolescence merit particular attention from custodial adults and clinicians, lest they miss the unique opportunities of emerging adulthood to develop skills for a healthy adulthood.
Family poverty also had a variable influence on symptoms, predicting membership in both the decreasing and the increasing symptom groups. Research has suggested that poverty exposure is a strong predictor of depressive symptoms, and the finding that family poverty was associated with membership in an increasing symptom class is consistent with that literature (Eamon, 2002; Riolo et al., 2005) . Notably, post hoc analyses did not indicate that access to employment or postsecondary education influenced the trajectory of depressive symptoms for any risk group, which suggests that the risk poverty confers on mental health among emerging adults may be more than structural. That is, increasing depressive symptoms among youth from impoverished families may not be simply due to lack of access to care as both employment and tertiary education typically afford young people at least basic opportunities for health care. Indeed, studies have found that the depressogenic effects of family poverty on adolescents are persistent, even after the family enters middle-income status (Costello, Compton et al., 2003) .
The finding that family poverty also predicted membership in a decreasing symptom class is less straightforward. However, this may reflect the heterogeneity of the emerging adult period and the fact that it is a stage of generally increasing opportunities. For young people from an impoverished family, emerging adulthood may be their first chance to break out of that environment and seek out new opportunities for themselves. However, the fact that employment and higher education status did not influence the positive or negative trajectories related to poverty, again, suggests that the influence of poverty is more than structural and may include factors associated with family poverty that were not included in this measure, such as increased stress and family conflict, that some families encounter and others manage to mitigate. Furthermore, whereas the findings are interesting in that they point to the possible multiple influences of poverty, the conclusions we can draw are limited by the fact that the measure included essentially indicators of government assistance and perceived poverty, but not income, and we could not examine the influence of persistent poverty or future income on depressive symptoms.
History of trauma had a similarly heterogeneous influence on depressive symptoms. Trauma history, not surprisingly, predicted membership in the increasing symptom group, and in the group with high stable symptoms, as would be expected from other work on trauma and depressive symptoms (Edwards et al., 2003; Kessler et al., 1997) . However, trauma history also predicted membership in the steeply decreasing symptom group. Like poverty, it may be that for some young people with a history of trauma, emerging adulthood is a stage when they have more freedom to leave the circumstances that are associated with trauma experiences or traumatic memories. They may also have more impetus to examine and reevaluate their trauma experiences at this point, which is not to say to "positively reframe trauma" but rather to consider what the trauma means about them and their opportunities for the future and perhaps to conclude that a history of trauma does not doom them to a present or a future of trauma. Yet it should still be emphasized that trauma history was a significant predictor of both high stable and increasing depressive symptoms: not all emerging adults appear able to leave their trauma histories behind. However, like poverty, our measure of trauma may also be associated with other characteristics not examined here, such as chronicity and timing, which could influence group membership. Furthermore, in future studies, we hope to examine positive factors such as being in therapy or being in a supportive intimate relationship that may help explain membership in those groups with a trauma history where depressive symptoms decrease.
African American race did not play a heterogeneous role but only predicted membership in the increasing symptom class. This is in keeping with findings that African American race is associated with depressive symptoms (Brown et al., 2007; Wight et al., 2005) and it should be noted that this was in a model that also included SES and family poverty, suggesting that African American race itself, not the overlapping correlates of poverty or low SES, is a risk factor for depressive symptoms. However, the fact that it predicted membership in the increasing class, but not the high stable class, is worthy of note. It may be that for African American youth, emerging adulthood is a period in which risk actually increases. African American children and youth may have familiar protective mechanisms for dealing with racism and live in familiar neighborhoods and communities and attend schools where they may have habituated over time to the racism they experience and found ways to mitigate its effects. As emerging adults, young African Americans may be exposed to new sources of racism and race-related stress in salient and important aspects of life, such as searching for adult employment or trying to make their way forward on a significant educational or employment pathway, and racism may also become more personally salient as they engage in adult identity formation (Phinney, 2006) . These experiences with new sources of racism, and new understandings of what racism may mean for their lives, may lead to increases in depressed mood. Again, this finding may be taken as a sign to custodial adults, and clinicians that emerging adulthood may actually confer new risks on African American youth, at a time when they should, like other emerging adults, be able to pursue the many opportunities this stage of development can offer.
Our results are limited in a number of ways. We have data at only three time points and thus could not effectively examine curvilinear patterns. As such, we cannot rule out that there could be classes within the sample better described by various U-shaped functions, for example, increasing and then decreasing symptoms. Somewhat relatedly, our sample age goes only through age 22 on average, which means that we could not examine what happened to depressive symptoms later in the emerging adult period. It may be that both trajectories and predictors of trajectory membership change in the middle to late 20s, compared with what we found in our sample of early emerging adults. Due to sample size, we were limited in some of the predictors we could examine. Neither did we have sufficient participants to measure Asian race or other race and ethnicity groups as predictors of depressive symptoms nor were our numbers adequate to examine race or ethnicity by gender interactions as predictors. We also, as noted, could not measure future income or poverty status, or access to treatment for depressive symptoms, all factors which could influence the trajectory of symptoms during the period of the study.
Finally, although, as noted earlier, we focused on risk factors as predictors of trajectory membership, our survey of risk factors was by no means exhaustive, and the inclusion of other factors such as stressors, family dynamics, and genetic risk would no doubt broaden our understanding of depressive symptoms in this age group and deepen our understanding of the risks we examined here. Of equal importance, studies that examine the many protective factors and aspects of resilience shown to be related to the development of depressive symptoms, and combine both risk and protective factors in examining patterns of change, are necessary to begin to fully understand the development of depressive symptoms among emerging adults.
Despite these limitations, our results do support the idea that emerging adulthood is a heterogeneous period of development with respect to depressive symptoms and that predictors do not always play a uniform role in their influence on depressive symptoms or have the same influences suggested by findings from other developmental periods. Our findings add to the growing literature on emerging adulthood that suggests that it is a period of positive development and also a period of tremendous variation in developmental pathways and influences (Arnett, 2004; Gottlieb et al., 2007) .
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